vantage in relation to surgery and radiotherapy. Both in relation to its effectiveness and in relation to its cost, chemotherapy should be assessed on an equal footing with alternative treatments, taking long-term economic factors into account.
In summary, therefore, the total cost of chemotherapy often appears disproportionately expensive in the short-term because, unlike surgery or radiotherapy, the marginal cost of each extra dose prescribed is exactly equal to the average cost of all treatments. It is only once large-scale use of effective chemotherapeutic agents has become justified on clinical grounds that their prices will be able to fall to match the relatively low price of other medicines. In the meantime, their high price should be considered as a research cost. Perhaps because this situation has been misunderstood, there is some evidence that the pharmaceutical industry may be retrenching its position in relation to cancer chemotherapy, which must be to the long-term disadvantage of cancer patients.
G Teeling-Smith 
Hypertension in childhood'
Many adults with hypertension remain undetected or inadequately treated. The proportion of children with hypertension who are undetected or inadequately treated is probably even higher. The reasons for this are several and include the fact that hypertension is less common in children, and therefore tends to be forgotten. Furthermore, the measurement of a child's blood pressure is often awkward and sometimes difficult, and when the blood pressure has been measured there may be problems in deciding upon its normality and the criteria for hypertension. Blood pressure increases up to the age of 15 when adult levels are reached ( Table 1 ). The mean blood pressure for a six-month-old is 80/45 and rises to 97/65 at five years and 110/70 at ten years. If one accepts the upper level of normal as being around the 95th percentile, then it is clear that a blood pressure of 130/90 in a five-year-old would be grossly abnormal and, if of sudden onset, it could cause major complications for the child. In general, those children who have a blood pressure about the 90th percentile in early life, tend to remain at that end of the distribution curve in later childhood. Recent work suggests that the blood pressure in the neonatal period is a predictor of blood pressure in later childhood and probably adult life also (Shinebourne et al. 1977 , Buck 1973 . The blood pressure of any child has a close correlation with that of the parents and siblings (Miall et al. 1967 , Zinner et al. 1971 ). In childhood, there is no sex difference in blood pressure levels.
The blood pressure of children may, at best, be awkward to measure and, at worst, very difficult. Whether measured by palpation, auscultation or the flush method, considerable patience and skill are required. It is a job for a trained person, and should not be delegated to a trainee nurse. The child needs to be quiet and at ease. A struggling, terrified child will yield a high blood pressure. The sphygmomanometer cuff must be chosen with care: too small a cuff yields a false high reading.
The cuff width should be two-thirds the distance between the tip of the shoulder and tip of the elbow. In practice, it is best to use the largest cuff that will fit on the upper arm and yet still allow room for a stethoscope over the brachial artery in the ante-cubital fossa. Many of the smaller paediatric cuffs which are necessary for young children are not only narrow but short also. With these cuffs it is imperative to ensure that the rubber bladder lies over the artery which it is to occlude. The best sphygmomanometer cuffs are those containing bladders which, regardless of width, are long and completely encircle the arm.
Auscultation is the method of choice; this may be difficult in the very young. The Doppler machine for the amplification of blood-flow sounds is a useful aid in any paediatric unit, and enables the sounds to be heard with ease in babies. There has been discussion for many years about whether the diastolic pressure should be taken as the disappearance of the tapping sound (Korotkoff V) or muffling of the sound (Korotkoff IV). In Britain, Korotkoff V has been used more, but in children this may be unsatisfactory for often the sounds can be heard down to zero. Therefore, many departments advise both the IV and V sounds to be noted in young children.
Palpation of the brachial or radial arteries enables the systolic pressure to be measured when auscultation proves impossible. The flush method is useful in infants and provides a measurement between the systolic and diastolic levels.
The important causes of childhood hypertension are of renal, adrenal (e.g. adrenogenital syndrome and Cushing's syndrome) or vascular (coarctation of the aorta) origin. Renal causes are the commonest. Renal artery stenosis is exceedingly rare, but renal parenchymal disease as a result of glomerulonephritis, pyelonephritis, or congenital defect, is relatively common. Renal parenchymal diseases are also the chief contributors to severe hypertension, hypertensive encephalopathy and retinopathy. The impression is that encephalopathy and retinopathy are particularly related to the severity and rate of rise of blood pressure. This may explain why hypertensive retinopathy is so rarely seen in children with coarctation of the aorta.
'Essential hypertension' is not included among the causes of childhood hypertension. Paediatricians have to act as if essential hypertension does not exist in childhood. They have to set about finding a primary cause with determination and, in general, they will find a cause. Compared with adults who have hypertension, a cause is found much more often, and is itself more often totally correctable. For instance, unilateral kidney disease or coarctation if treated surgically early in life, may abolish hypertension. However, most experienced units will find that 10-1 5% of children with hypertension do not yield a primary cause. Is that because our investigations are not sophisticated enough to detect the cause, or that these children have 'essential hypertension'?
This brings one back to consider the definition of hypertension. The distribution curve for blood pressures of children is a more 'normal' distribution than for adults. We tend to label any child who consistently has a blood pressure outside two standard deviations from the mean (or above the 96th percentile) as hypertensive. Yet, by definition, 3 out of every 100 normal children will lie beyond the 96th percentile. Perhaps these are children who, when adults, are considered to have essential hypertension.
S R Meadow Senior Lecturer in Paediatrics
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